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The irrevocable consequences of mistaken judgment colour every aspect of our handling of the suicidal patient, but in none more so than in our first decision, which is whether to treat a new patient as an inpatient or an outpatient. The anxieties for the psychiatrist are increased by the fact that suicide is not a circumscribed entity but a method of reacting to stress which cuts across most of the formal diagnostic categories. Neither are the precipitating conflicts characteristic: they seem to be common to other people of similar age and circumstances (Moss & Hamilton 1956 ). Thus there can be no simple guide to assessing suicidal risk.
In order to come to an informed decision about the degree of suicidal risk in an initial consultation, and the safety of outpatient treatment, five interrelated aspects of the total situation need to be assessed:
(1) Suicidal motivation.
(2) The intrapsychic balance of power. (3) The patient's social environment. (4) Therapeutic facilities.
(5) The degree of rapport between the doctor and the patient.
I have taken for granted the ability to make an accurate formal diagnosis, particularly of psychotic depression in its various manifestations. With the rapid response to physical treatments, many of these patients, who are grave suicidal risks, are being treated as outpatients and so finer decisions are having to be made on cases of borderline manageability.
Suicidal Motivation
Whether the precipitating stresses are due to environmental causes of frustration and unhappiness, or to intrapsychic causes of depression and guilt feelings, the suicidal patient's attempts to resolve the conflict may take a number of forms, including:
(1) Communicating suicidalfeelings, where the aim is to elicit a response not otherwise forthcoming. They try to convey the seriousness of their distress to people who they feel have not noticed or do not fully understand. As a last resort, by making overt suicidal threats or gestures, they try to force people who do not seem to care, to yield under the threat of being held responsible for their deaths.
(2) The wish to die, which follows loss of hope, is felt as the only escape from unbearable torment, death being conceived as a state of peace, or a state of nothingness with affinities to sleep. In another group of patients there is the hope of reunion with a lost loved figure. However, even in those patients driven by an apparently unequivocal wish to die, an unconscious appeal can be discerned when they communicate this wish to a third party (Stengel et al. 1958 These motives often co-exist in the same patient and are not specific to any diagnostic category. In general, the more conscious the motive and the more it is related to realities of the life situation, the more predictable the degree of suicidal risk. Conversely, the more bizarre and inappropriate the motive the harder it is to predict, because the motives, being unconscious, are less influenced by reality mitigating factors.
In every patient an attempt should be made to identify the nature of the appeal, whether this is for amelioration of environmental stress or for protection against overwhelming internal conflict. ' In considering the risk of suicide in a patient admitted to hospital after a suicidal attempt, the doctor should always ask, and try to answer, the question: what change, if any, has the suicidal attempt brought about in the factors which led up to it?' (Stengel 1963) .
Intrapsychic Balance of Power
The strength of the suicidal impulse as against the strength of the opposing personality resources must be assessed.
The Strength ofthe Suicidal Impulse This was dealt with briefly in the previous section.
It should, in addition, be borne in mind that the physical consequences of a suicidal attempt are not a reliable indication of the seriousness of intent; many serious attempts are forestalled by chance intervention. One needs to assess the degree of planning and allow for the limitations of the patient's medical knowledge.
The Strength ofthe Opposing Personality Resources As predictions based on detailed knowledge of the patient's psychopathology are not possible in an initial interview, the assessment will be based on some simple manifestations of ego strength which determine the immediate risk of patients acting on their suicidal impulses, e.g. the degree to which reality testing, judgment and insight are preserved; the stability of this; the degree of impulsiveness of the patient.
These functions can be seriously disturbed by:
( (Sainsbury 1955) and it is ofparticular significance in the elderly (Sainsbury 1961 Degree of Rapport Assessment of the emotional interaction between the patient and the psychiatrist is usually an intuitive, mostly unconscious process. As such it is fraught with hazards, yet it plays a very big part in deciding which patients we feel we can treat as outpatients. Difficulties in gauging rapport arise not only from lack of experience or lack of sensitivity, but also from the psychiatrist's own unconscious attitudes to the patient, which can distort his judgment.
A patient, who had taken an overdose of barbiturates, prevailed upon me, against my doubts, to treat her as an outpatient, but soon afterwards committed suicide. She was linked through an indirect social connexion, and in retrospect I have wondered how much this affected my decision not to insist on her going into a mental hospital.
Another instance involved treating a nurse, who had been warded in her own general hospital, because of acute depression following an unhappy love affair. The difficulties and embarrassments in the situation led to my prematurely convincing myself that, although still depressed, she had improved sufficiently to go back on duty and that the rapport between us was strong enough to allow me to cope with her as an outpatient. But she was readmitted next morning having taken an overdose of barbiturates. On thinking back over the last interview, I realized that I had ignored a hint, in her account of some previous treatment, that she felt that the appointment I had given her in four days' time was too far ahead. Her general training had inhibited her from openly questioning an appointment offered by a doctor.
Psychiatrists' mistakes form a neglected area of research; in part this is because of the emotional difficulties we have in recognizing and accepting our own shortcomings, let alone publishing them. Yet RMPA Seminar, 1964) , and even in these the interaction between the patient and his environment was of profound significance in determining the degree of suicidal risk and the suitability for outpatient treatment.
There is a need to be particularly alert to those patients who arouse irritation. For example, although hysterical patients are not usually firstorder suicidal risks, if the response to their suicidal appeal is irritation rather than interpretation, they are capable of more serious attempts to convey their distress or anger, sometimes with fatal consequences.
Another hazard arises when patients are seen in general hospitals after making suicidal attempts. There is usually considerable pressure for quick discharge both from physicians, who resent their beds being blocked, and from nurses who often become overanxious or cannot cope emotionally with the distressing problem of a patient who wants to die. When, in addition, we have to contend with the physicians' ambivalent attitude to psychiatry, there is a need to guard against the tendency to placate them. We should keep firmly in mind that our first loyalty is to our patients and they should be discharged only when we feel able to make an informed decision; and perhaps this is a better way of commanding respect.
Professor Erwin Stengel (Sheffield) said that in assessing suicidal risk one had to ask, first, whether the patient was likely to commit a suicidal act and, secondly, whether it was likely to be fatal. However, it had to be remembered that every suicidal act was a gamble. In considering the likelihood of a repetition it was necessary to ascertain whether the recent act had brought about a change in the conditions which had led to it.
The proposal to drop the term 'attempted suicide' and simply state the method of selfdamage employed raised some doubts. Though 'attempted suicide' failed to do justice to the complexity and individual differences in the motivation underlying such acts, 'self-poisoning' was apt to be misleading. If a person was said to have poisoned or gassed herself, most people would think that she was dead.
In assessing suicidal intent reliance should not be placed on the patient's statements only, nor on the degree of self-damage inflicted. Whether or not an act of self-damage was to be regarded as a suicidal attempt depended on whether the patient could have been certain that he was going to survive. If this was the case, i.e. if the patient had taken no risk, it was not a suicidal attempt. Such cases of self-poisoning were rare. In estimating the degree of danger to life Professor Stengel took the following four factors into consideration: 
